operation successfully. The operation he had described demanded surgical skill and training, and was indicated in certain special circumstances when the ordinary operation could not safely be undertaken. He had emphasized that in his paper. There was no reason why there should be any more morbidity in this operation than in any other. As to the quick delivery of the child, a few minutes of delay could have no effect on its vitality or viability.
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Embryotomy after Version for Placenta Proevia.
By CUTHBERT LOCKYER, M.D.
AT 1 a.m. on the night of February 9 last, I was asked by Dr. Hardie, of Barnet, to go to a patient in labour who was suffering from ante-partum haemorrhage. Dr. Hardie and Dr. Basil Rooke had examined and found the os admitted two fingers, and they could both feel the placenta. I arrived at 1.30 a.m. and found the patient in labour, losing fairly freely, but with a good pulse.
On examination I discovered the placenta overlapping the posterior segment of the os, which admitted my two fingers. In front of the edge of the placenta I felt the vertex through the bag of membranes. The latter were not bulging. The pains grew stronger as the result of examination and a good deal of blood escaped. An aniesthetic was given, the patient placed on a table in the lithotomy position, and the external genitals shaved and cleansed. The vagina was then cleared of clots and douched. I next proceeded to turn, in order to bring down the half breech and check the hamorrhage from the placental site.
The child was a full-term foetus and well developed; it presented in the first vertex position. It was quite easy to push the head out of the brim towards the left iliac fossa, but there was some difficulty afterwards in pushing the shoulder in the direction of the head. The right elbow and forearm dropped back over the os several times after I had pushed them to the left. This was no doubt due to the difficulty in getting the long axis of a big foetus into the transverse axis of the uterus. At this stage Dr. Hardie rendered help by pressing on the breech with both his hands overlaying my left external hand, and in this way the head and shoulders went up on the left side, and the breech came within reach of my examining fingers on the right. I seized the left foot, ruptured the membranes, and brought down the left half breech, and the bleeding ceased. It was obvious from the presenting leg that the child was strong, large, and well formed, its muscles were firm and resistant. Traction was made on the leg for nearly two hours, the cervix was very resistant, and I could not even feel the anus after an hour's traction. After strong continuous traction for an hour and a half the foetus made a violent convulsive movement, and then the leg became pale and flabby. There was no doubt in my mind that the child had died; but the cervix would not yield, and I could not get even a finger through the os to bring down the other foot. Feeling certain of the death of the foetus, I decided to reduce the size of the foetal breech by incising the pelvic bones. I passed one blade of a pair of long, stout, curved scissors up the anus, and cut upwards and outwards across the iliac bone. I then threaded a cord through my incision and out above the great trochanter, dislocated the head of the femur, and with forward and upward traction on the threaded cord the breech was delivered. There was some further trouble with the shoulders, the arms were extended, so I divided the scapular muscles of the right anterior shoulder, after which it came down easily. The trunk was then held well forward and the left posterior arm delivered. Owing to firm fundal pressure the head was not extended, and was delivered by jaw traction and fundal pressure. The placenta was expelled spontaneously; it was flattened out and thin. The membranes were not adherent and came away entire. The perineum was torn in a curious manner. The vaginal mucous membrane escaped laceration, but the perineal body and skin sustained a A-shaped tear, the apex of which was at the fourchette, and the two limbs of which diverged to either side of the anus. The transverse perineal artery spurted freely. Three stitches were inserted, a hot vaginal douche was given, and a sterile dressing applied to the perineum. Ernutin, 15 minims, was given into the buttock, and the patient put back to bed at 5 a.m. The pulse was of fair tension with a frequency of 108. I stayed with the patienrt for about an hour. The uterus contracted well, and there was no post-partumr hamorrhage.
The patient's past history is as follows (these notes are kindly supplied by Dr. Hardie and Dr. Basil Rooke): Mrs. X., aged 38, married nine years. Thyroid gland removed twelve years ago for exophthalmic goitre. Confinements: 1904-Placenta prawvia at seventh month delivered by version; child stillborn; anteand post-partum heemorrhage. 1907-Dead child at seventh month; phlegmasia alba dolens of both legs; in bed for six months. 1912-Last menstruation May 8, 1911; threatened to miscarry at fifth and eighth months.
HI1morrhage started on January 24, ceased, but commenced again on February 4, and continued until February 9, midnight; Braxton Hicks podalic version for marginal placenta pravia; embryotomv. February 29: Patient doing well; lochia has been normal.
Before communicating with me Dr. Hardie had asked consent to perform Caesarean section, as the patient had already lost two children and was in her thirty-ninth year. Had he obtained consent I should have agreed to do this. It is the first time in my obstetric experience that I have been confronted with a full-term child in a case of marginal placenta praevia: the foetus weighed 9 lb.; the cervix was resistant; the placenta was obstructive. I do not know how foetal life could have been saved. The cervix might have been divided at the end of one hour's traction with a better result to the foetus; and this is the point I wish especially to raise. In all obstetric operations the exercise of patience is our stand-by, but in a case like this it is hard to tell just how much a foetus will tolerate. The violent foetal convulsion coincided in point of time with the introduction of my fingers into its anus during an exploration, and after assuring myself of foetal death my only aim was to hasten delivery, and therefore I proceeded to perform " embryotomy," but my chief regret is that the child was not rescued by Caesarean section.
May 2, 1912: Dr. Hardie writes to say this patient is quite well in health.
DISC(USSION.
Sir FRANCIS CHAMPNEYS said that Dr. Lockyer had mentioned his interesting experience to him some time ago. He must congratulate him upon the skill with which he had performed a difficult obstetric operation, but he was not quite sure that the necessity had arisen for performing it. It must be remembered that Dr. Braxton Hicks's advice in such cases had been to do bipolar version and not to use traction unless special need arose. After version was completed the bleeding almost invariably stopped. By traction in the present case, it appeared likely that the cervix had become irritated, and the difficulty arose. He confessed that he should have treated the case originally by bipolar version without traction (as there was no bleeding). If tonic contraction had arisen he would have given opium freely. He said opium advisedly rather than morphia, nepenthe, and other derivatives, because opium seemed specially created for midwifery. It was a compound drug with various constituents of various action, and the system seemed to select the particular ingredient which was best at the time. For instance, in cases of prolonged first stage, which had perhaps lasted well into the night, it sometimes becamer highly desirable that the labour should either cease for a time or be quickly terminated. If opium (laudanum), for instance, was freely given, say in doses of twenty drops repeatedly, one of two things happened: either the patient got refreshing sleep and the labour started with renewed vigour, or the opium acted as an oxytocic, and the labour became vigorous and ended in rapid delivery. He had repeatedly known it produce this effect unexpectedly, and the practitioner ought to beware of leaving the house in expectation of the patient sleeping until he was sure that the sedative, and not the oxytocic action, was going to be the one selected. Unless he was careful the baby might be born soon after he left the house. He had found opium of great service in a case of placenta previa with slow dilatation.
Dr. HERBERT SPENCER agreed with Sir Francis Champneys that powerful traction should not be made after version. If left alone the uterus would expel the fcetus without any difficulty, usually within three hours, but almost always within five hours; he had only known one case take so long.
The Clinical Significance of Acidosis in Pregnancy.
By WALTER C. SWAYNE, M.D. THE occurrence of acidosis has for some time been recognized as a phenomenon connected with the special toxenmias of pregnancy, and in this paper an effort is made to show how its presence can be ascertained by tests which are not too complicated to be carried out in clinical practice, and how the diagnosis and treatment of the case may be influenced by its occurrence.
It should be explained before going any further that the methods described are not intended to produce absolutely accurate results from the point of view of the physiological chemist, nor is any attempt made to deal with the affections mentioned from the point of view of the pathologist, or to advance any theories as to the aetiology of the disturbance of metabolism which leads to the production of acidosis, but simply to record the results of the investigation of a series of cases, and the suggestions as to the treatment of the causative condition which seem to be the result of the investigations.
Acidosis is used as a term signifying an alteration in the ammoniaurea nitrogen ratio in the urine, accompanied by the presence of acetone and diacetic and /8-oxybutyric acids.
The quantitative estimations used are not absolutely accurate, but
